Eight general practitioners participated in a survey of content of general practice. This is useful as an indicator of morbidity in the community as well as of workload of general practice.
INTRODUCTION
In 1985,54.9% of doctors in this country worked in the private sector. 1 The vast majority of whom no doubt were general practitioners. In the United Kingdom, it is estimated 98% of all episodes of illness which result in medical consultation are managed entirely within general practice,zContent of general practice are routinely surveyed for it is an important source of information of morbidity in the community, and information concerning general practitioner's workload. Littlepublished information concerning general practice is known in this country. We present here a survey on the content of general practice.
METHODS
Fifty-one general practitioners were known to be practicing in the Eastern and Central Health District ofPahang. Twenty of these practitioners were randomly selected to participate in the survey, however, only 8 finally did cooperate.
Each participating practitioner was requested to record every consultation they had for a consecutive 7 days or more. For each consultation, the information required to be entered into a standard proforma were date of consultation, age and sex of person consulting and reason for consultation.
If a person had attended because of medical illness, a specific diagnosis was required whenever possible. Otherwise, the presenting complaints or symptoms were to be recorded. People may of course consult a doctor other than because of illness, if so, the reason was to be specified.
Reasons for consultation can be divided into 3 broad categories, their definitions are given below:-
Minor condition: this is any selflimiting illness with no risk to life or of permanent disability. Common examples are upper respiratory tract infections, cystitis, tinea and minor injuries etc.
(2) Major disorder: this is any illness which is acute and potentially life threatening or chronic and may result in permanent disability. Common examples are hypertension, asthma, diabetes, stroke, ischamic heart disease etc.
(3) Non-illness: Common examples of this category are antenatal check, family planning advice, pap smear, vaccination, general medical examination.
Each participating practitioner was sampled at different time of the year to avoid the clustering of infectious illnesses in case an outbreak: may occur at a particular time. For example, an outbreak: of influenza in a particular mon th would result in disproportionate large n urn ber of upper respiratory trac t infections being recorded if all participating general practitioners were recording consultations in that particular month.
RESULTS
A total of 3164 consultations were recorded by the 8 general practitioners over a total of 88 working days spread out at different time of the }rear. Thus, each general practitioner recorded on average 11 days of consultation, and on average, 36 consultations were recorded by each practitioner per day. 168 (6) 116 ( 4) 284 (10) 5-14 148 (5) 180 ( 7) 328 (12) ( 26) 15-24 186 (7) 254 ( 9) 440 (16) ( 21) 25-34 202 (7) 262 (10) 464 (17) ( 15) [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] 204 (7) 170 ( 6) 373 (13) ( 10) 45-54 148 (5) 128 ( 5) 276 (10) ( 7) 55 -64
98 (4) 92 ( 3) 190 ( 7) ( 4) > 65
64 (2) 86 ( 3) 144 ( 5) 
Total 1356 (49) 1408 (51) 2764 (100) (100) Table 3 gives the illness pattern seen in general practice by broad disease grouping. Respiratory illness was the most common, accounting for 41 % of all consultations. 1144 ( 41) 310 ( 11) 270 ( 10) 238 ( 9) 174 ( 6) 166 ( 6) 110 ( 4) 92 ( 3) 66 ( 2) 58 ( 2) 56 ( 2) 44 ( 2) 18 ( 1) 10 ( 0.5) 8 ( 0.5) 2764 (100) Table 4 gi.ves the minor and major conditions seen in general practice. Minor illnesses accounted for 82% of all consultations with an illness, of which the most common specific illnesses were upper respiratory infections (37%), skin infections (6%) and genito-urinary infections (5%). 1028 (37) 296 (11) 254 ( 9) 160 ( 6) 174 ( 6) 110 ( (18) 27104 (100) Major disorders accounted for only a small proportion (18%) of illness managed in general practice. Common ones were hypertension (4%), asthma (3 %), chronic rheumatic disorders (3%) and diabetes (1 %), all circulatory disorders (ischaemic heart disease, stroke, congestive cardiac failure) accounted for only 1 % of all illnesss and 8 % of all major disorders in general practice. Cancers, whether suspected or known, are virtually negligible in general practice.
The age distribution of major disorders was dominated by the middle aged and elderly. While only 8 % of illness seen in those below 4 years of age was major up to 1/2 of all illnesses seen in those above age of 55 years was major, as shown in Table 5 
49%
The morbidity profile of patients attending general practice as shown in this survey is to a certain extent as expected. The young and the old have the highest consultation rate, disproportionate to their number in the population. Furthermore the middle aged and elderly are more likely to suffer from major disorders. These findings are consistent with that from community surveys4. As expected too, upper respiratory tract infection was the most common reason for consultation. However, there are several notable features, when one compares the findings with those from similar studies done in United Kingdom 5 • 6 shown in Table 6 . Both surveys show about the same average workload per day. It is interesting men in this survey should consult a general practitioner as often as women, whereas British men consult half as frequently as their women. Of greater significance is the differences in the illness pattern seen in the two surveys. In this survey, minor infections like upper respiratory tract, skin infections and genitourinary infections were the bread and butter of general practice. Together they accounted for nearly half (48 %) of all illnesses. This is perhaps not surprising for a tropical developing country. In Britain, upper respiratory tract infection was also the most common illness encountered. However, in contrast, non-infective skin disorders and psychoemotional problems were the other common conditions. The discrepancy is particularly marked for psychoemotional problems. It accounted for a mere 1 % of illnesses in this survery compare to 8% in United Kingdom. Similarly, chronic psychiatric problems figured prominently among the common major illnesses (3%) seen in British practice, it is almost negligible (0.1 %) in this survey. There is no evidence to suggest that prevalence of psychoemotional problem is lower in Pahang as was once thought the case that developing countries have less menial disorders? Somatization o(psychological disorder is known to be more common among non-European cultures 8 , and in the opinion of a local psychiatrist 9, masking or somatization of depression is socially and culturally convenient as there is considerable mis-conception, stigma and taboos attached to mental disorder in Malaysia. The discrepancy in the consultation rate of psychoemotional problems between this survey and British survey may perhaps lend support to this opinion that many of the physical complaints that Malaysians see their general practitioner form ay be masked psychological disorders. Non-psychiatrists anyway are not known to be particularly good at detecting psychiatric problems 1o • 1l • Yet, as shown in this survey, major medical problems accounted for a disproportionate small amount of general practice content. It is unlikely and there is no evidence to show that general practitioners are incapable of managing common major medical problems. The reason is probably related to the manner the health service is funded. General practice in Pahang is essentially part ofthe free enterprise system and general practitioners are paid by fee income. Thus most people with self-limiting minor illnesses requiring simple one-off treatment can afford to see a general practitioner, whereas, those with major chronic or severe illnesses requiring expensive long term treatment or more complex investigation and treatment tend to end up being treated by the public medical services which is essentially free.
There are many good reasons why the large number of hypertensives, diabetics, asthmatics and patients with other common major problems, currently managed within public health services, should be transferred to general practice. It would ease much of the congestion in public health facilities, patients certainly would like the short waiting time to see a general practitioner and no doubt general practitioners would welcome them. The only problem is how to make that happen.
In conclusion, this survey of the content of general practice has revealed the morbidity profile of patients attending general practice which is a useful indicator of morbidity in the community. It has also highlighted the paucity of psychoemotional problems in general practice. The limited role of general practice in the management of common major medical problems prevalent in Pahang is another notable finding.
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